Becoming a parent is a transformative experience, marked by hormonal changes and neuroplasticity as well as shifts in self-concept, social roles, and daily routines. Although the arrival of a new baby is often a joyful event, the postpartum period can also be a time of heightened psychosocial stress and health behavior changes, including significant sleep disruption and decreased physical activity. Markers of allostatic load, such as physiological stress and inflammation, may also become dysregulated during this time. Given these neurobiological, psychosocial, and behavioral changes, the transition to parenthood may shape health trajectories in midlife. For many mothers and fathers, the transition to parenthood represents an inflection point for obesity, such that perinatal weight gains are retained long-term. Similarly, many individuals experience their 1st episode of major depression during the postpartum period. In sum, the transition to parenthood may represent a critical window for determining both mental and physical health in midlife and beyond. Physical and mental health problems over the transition to parenthood may be exacerbated for parents without access to protected, paid time off from employment. Known disparities in mood disorders, obesity, and allostatic load may be linked to risk factors stemming from the perinatal period. This article relates the importance of the transition to parenthood to population health and discusses parental leave policy as an example of an initiative that can support parents and relieve stress during the perinatal period.
The birth of a child also occasions the birth of that child's parents. Increasingly, researchers and policymakers have recognized the impact of early childhood experiences on long-term well-being. Just as a child's brain and body undergoes dramatic growth during infancy, so, too, do parents experience transformative change as they learn how to nurture and care for their infant. The transition to parenthood represents a time of sensitivity, risk, and opportunity not just for the new baby but for the whole family. In this article, we describe how the transformations that occur over the transition to parenthood intersect with determinants of life span health, and use paid family leave (PFL) as an example of a policy that may promote public health.
The transition to parenthood represents a nexus of many co-occurring biological, psychological, social, economic, and behavioral changes. Although the arrival of a new baby is often celebrated as a joyful event, new adoptive or biological parents may encounter significant sleep disruption (Hagen, Mirer, Palta, & Peppard, 2013) ; heightened psychosocial stress (Reid & Taylor, 2015) ; vulnerability to mood disorders (Paulson & Bazemore, 2010) ; and changes in physical health, including weight gain or retention (Umberson, Liu, Mirowsky, & Reczek, 2011) and changes in immune and inflammatory function (Denney et al., 2011) . For many mothers and fathers, the transition to parenthood represents an inflection point for obesity, such that perinatal weight gains are retained long-term and lead to increased lifetime risk of cardiovascular disease and diabetes (Um-berson et al., 2011) . Similarly, many individuals experience their first episode of major depression during the postpartum period (Stowe & Nemeroff, 1995) , which may have a kindling effect, increasing the risk for future depressive episodes (Monroe & Harkness, 2005) .
Despite the high importance of parents to the health of children, families, and societies, the United States is one of few countries without any statutory national paid family leave provisions for new parents (only Suriname and Papua New Guinea share this distinction) and is the only developed country without a PFL policy. An astonishing one quarter of mothers in the United States return to work within 2 weeks of delivering an infant (U.S. Department of Labor, 2012) . For the majority of American parents of infants who participate in the labor force (Bureau of Labor Statistics, 2015) , PFL can help new parents balance competing work and family responsibilities by providing them with wageprotected time off work. In contrast, short or nonexistent parental leave can challenge working parents by increasing time demands and role conflict for parents who must juggle paid work and parenting and by compromising parents' ability to maintain health-protective behaviors, such as sleep and exercise. Although these challenges may heighten the risk of physical and mental health problems over the transition to parenthood, research examining the effects of PFL on parental well-being has been relatively sparse.
Economists who have studied parental leave have focused primarily on the effect of these policies on worker wages and retention. However, as we argue in this article, parental leave is not just a workforce issue but a public health one. Given the many changes that occur over the transition to parenthood, policies that relieve stress on new parents can have outsize impact on long-term health trajectories and help to redress population-level health disparities. In the following sections, we describe three domains of transformation across the transition to parenthood that might play a mechanistic role in health: neurobiological change, psychosocial change, and behavioral change (specifically, changes in health behaviors, including sleep and exercise). Next, we outline three areas of potentially heightened health risk in new parents: allostatic load, obesity, and mood disorders. We then discuss research on PFL in conjunction with family health.
Mechanisms of Health and Well-Being Across the Transition to Parenthood

Neurobiological Change
The role of neuroplasticity in development. During "critical windows" that include infancy and adolescence, the brain appears to undergo particularly pronounced reorganization, or plasticity, as it prepares for new developmental milestones. This reorganizing of neural circuitry differs from neurogenesis, a process that refers to the formation of new neurons and whose occurrence in the adult human brain has recently come under scrutiny (Sorrells et al., 2018) . The brain is not fixed and immutable after childhood, and neuroplasticity allows individuals to adapt to changing environmental demands. For example, an appreciation for adolescence as a time of significant neural remodeling has emerged, fueling renewed scientific and popular interest in this developmental period (Fuligni, Dapretto, & Galván, 2018) . The brain changes of adolescence co-occur with the hormonal events of puberty, and animal research has suggested that sex hormones may promote organizing effects on the brain during this time (Sisk & Zehr, 2005) . Although direct causality between puberty and neuroplasticity cannot be established in human research, longitudinal studies have suggested that pubertal hormones may sculpt the developing brain (Wierenga et al., 2018) . Renewed focus on neuroplasticity has informed an understanding of the adolescent brain as sensitive to input and intervention, promoting change at multiple levels, from public policy to the juvenile justice system. Similarly, the transition to parenthood is marked by dramatic shifts in roles, motivations, and sex hormones. If the transition to adolescence may open a "second window of opportunity" (Dahl et al., 2017) for intervention, the transition to parenthood may open a third.
Parenthood as a potential period of neuroplasticity. The transition to parenthood is a time of transformation in both behavior and biology. Extensive work in rodents has laid the foundation for current understanding of this period as one in which the hormonal surges that accompany pregnancy contribute to neural remodeling to support adaptive parenting behaviors (Brunton & Russell, 2008) . Research on human parents has been more limited by a lack of prospective and longitudinal research, but a growing literature has explored the parenting brain. Much of this research has been conducted in mothers, given the overt hormonal events of pregnancy. However, because nonessential magnetic resonance imaging techniques are typically discouraged in pregnant women, the majority of research examining plasticity in the human maternal brain has been confined to changes that occur during the postpartum period (reviewed by Kim, Strathearn, & Swain, 2016) . For example, when images of mothers' brains were acquired 2-4 weeks postpartum and then again at 3-4 months postpartum, gray matter increases were found in regions including the hypothalamus, substantia nigra, and amygdala, and these increases were related to mothers' positive perception of their baby (Kim et al., 2010) .
One recent study has expanded the time line of evidence to include pregnancy as a potential catalyst for neural changes in new mothers (Hoekzema et al., 2017) . In this novel design, a prospective study was conducted involving primiparous (first-time) biological mothers compared to nulliparous women to investigate whether pregnancy is This document is copyrighted by the American Psychological Association or one of its allied publishers.
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associated with changes in gray matter structure of the human brain (Hoekzema et al., 2017) . Significant reductions in gray matter were associated with pregnancy, primarily in areas of the cortex known to play a key role in social processes such as cortical midline structures (medial frontal cortex, anterior cingulate cortex, precuneus and posterior cingulate cortex) and the lateral prefrontal and temporal cortex. These changes significantly predicted the quality of maternal attachment in the postpartum period. Findings of gray matter decreases are not necessarily incongruous with the previously described reports of gray matter increases during the postpartum period (Kim et al., 2010) . Neuroplasticity can reflect any number of processes that thicken or thin the gray matter architecture of the brain, including the refining, severing, or forging of neural connections. It is interesting that Hoekzema and colleagues (2017) also used fathers as a control group of parents who undergo the experiential changes of parenthood but do not participate in the hormonal events of pregnancy. Despite these biological differences, fathers have been shown to engage neural circuitry to infant-related stimuli that is strikingly similar to that in mothers (Swain, Lorberbaum, Kose, & Strathearn, 2007) , and research has demonstrated that male individuals do undergo significant hormonal change during the transition to parenthood. For example, compared to nonfathers, they exhibit longitudinal decreases in testosterone after becoming parents, and among fathers, lower levels of testosterone are associated with greater involvement in caregiving (Gettler, McDade, Feranil, & Kuzawa, 2011) . At a neural level, testosterone in fathers has been linked to activation in the caudate, a key reward-related region, when viewing images of their own infant (Kuo, Carp, Light, & Grewen, 2012) , suggesting an association between hormones and neural control of motivation in fathers. To date, the only other longitudinal study of fathering-related changes in the brain, besides that by Hoekzema and colleagues (2017) , has found volumetric increases in the striatum, hypothalamus, amygdala, and prefrontal cortex from 1 to 4 months postpartum (Kim et al., 2014 ). An intriguing cross-sectional study found that fathers in gay couples who were primary caregivers of an infant showed different neural responses to videotaped parent-child interactions than did secondary caregiver fathers, suggesting that the extent of parenting experience may also shape paternal brain function (Abraham et al., 2014) . Similar results might be found in adoptive mothers, but, to our knowledge, no other studies on the adoptive parental brain have yet been published.
Many studies of neurobiology in new parents have relied on small, nondiverse samples, but more diverse samples will shed light on how context affects the transition to parenthood. Socioeconomic disadvantage has been associated with differences in neural processing of infant stimuli, including cry sounds and infant faces (Kim, Capistrano, & Congleton, 2016; Kim, Capistrano, Erhart, Gray-Schiff, & Xu, 2017) . For example, first-time mothers with lower income showed reduced responses to infant cry sounds in emotion processing regions that were mediated by perceived stress (Kim, Capistrano, & Congleton, 2016 ). Another study found dampened amygdala responses to positive infant faces and elevated amygdala responses to negative infant faces in low-income mothers compared to mothers with higher income, and these amygdala responses were associated with intrusive maternal behavior (Kim et al., 2017) . Although these studies have not specifically examined the role of PFL, it is possible that differences in the timing of the return to work contributed to these apparent socioeconomic differences in the parenting brain.
Psychosocial Change
In the 1950s, LeMasters identified the transition to parenthood as a "crisis event" for marriage (LeMasters, 1957) , and decades of subsequent research have examined challenges to romantic relationship quality and psychological well-being during this time (Belsky & Rovine, 1990; Cowan & Cowan, 2000; Rhoades, Stanley, & Markman, 2012; Rossi, 1968) . Infants require around-the-clock care, which creates time demands (particularly in the absence of protected time off from work), emotional and cognitive demands (because infants need both attention and affection), relationship demands (because the romantic relationship takes a backseat to parenting), and financial demands (because parents must pay for childcare or absence from work (Marshall & Tracy, 2009; Moen & Orrange, 2002) . Given these many new demands, it is unsurprising that the transition to parenthood can be accompanied by shifts in identity, relationship roles, and daily routines that may be experienced as challenging upheavals. A longitudinal study of almost 85,000 Norwegian mothers found that both maternal self-esteem and relationship quality showed longitudinal declines in the years following the birth of the first child (van Scheppingen, Denissen, Chung, Tambs, & Bleidorn, 2018) . Another large longitudinal study found that becoming a parent was associated with a greater decline in happiness than were other life events, such as divorce, unemployment, and the death of a partner (Margolis & Myrskylä, 2015) . Significant stress in men over the transition to fatherhood has also been observed within multiple studies (Genesoni & Tallandini, 2009) .
The term stress encompasses not just stressful life events but individuals' responses to them (Harkness & Monroe, 2016) . Although periods of high stress exposure are typically associated with higher stress responses, personality traits and preexisting vulnerabilities can also shape stress responses (Harkness & Monroe, 2016) . The transition to parenthood brings both normative stress exposures and individual differences in stressful experiences. For example, This document is copyrighted by the American Psychological Association or one of its allied publishers.
although infant care can be taxing for all new parents, infants with difficult temperaments or developmental disabilities can bring extra challenges (Belsky & Rovine, 1990; Vik et al., 2009 ). In addition to infant temperament, other factors like the neurobiological changes described in the previous section and the behavioral changes described in the next section may interact with psychosocial challenges. Moreover, parents whose return to work is hastened by financial pressures or job insecurity may struggle more to juggle the new demands of parenting and to balance their occupational role with their new role as parents, creating conflict and ambivalence about both work and parenthood (Moen & Orrange, 2002) . Therefore, access to PFL may be another important source of individual differences in psychosocial stress over the transition to parenthood, one that has been surprisingly understudied by psychologists.
Behavioral Change
Not only do new parents' brains, bodies, and relationships change, so do health behaviors within a number of domains. For example, compared to the general population, parents of infants are significantly more likely to report insufficient sleep. Specifically, the amount of sleep lost to nighttime infant care demands has been estimated at 80 hr a year for the first few years of a child's life (Hagen et al., 2013 ). An actigraphy study found that, on average, 1-year-old infants had six-seven wakings per night and were awake an average of 2 hr (Acebo et al., 2005) . Although mothers tend to intervene more often during night wakings, fathers also wake up routinely with infants. In fact, fathers may actually get less total sleep than mothers in the early postpartum period, in part because mothers report more daytime sleep (Gay, Lee, & Lee, 2004) . It is unsurprising that many new parents report excessive daytime sleepiness that interferes with daily functioning and may compromise their ability to participate successfully in paid work during the first year postpartum (Filtness, MacKenzie, & Armstrong, 2014) .
Only a few studies have examined how the transition to parenthood affects health behaviors beyond sleep, but there is some evidence that behaviors such as eating and physical activity may be affected by the transition to parenthood. Parents are less physically active than are nonparents, perhaps because childcare demands reduce opportunities for leisure and because fatigue from poor sleep may diminish the motivation to exercise (Bellows-Riecken & Rhodes, 2008) . New parents spend about five fewer hours a week exercising than do nonparents (Hull et al., 2010) and engage in less vigorous activity . New mothers appear to consume more sugar-sweetened beverages and saturated fats than do similarly aged women who are not mothers (Berge, Larson, Bauer, & Neumark-Sztainer, 2011) , whereas first-time fathers have higher bread consumption than do nonfathers (Nasuti et al., 2014) . Both neurobiological and psychosocial changes likely interact with these behavioral changes: For example, psychological stress is bidirectionally linked with sleep and exercise, and exhaustion from lost sleep may spill over to compromise health behaviors (such as exercise) and affect relationship quality. These three intertwined areas of change work together to increase health risks including allostatic load, obesity risk, and mood disorder risk.
Areas of Heightened Health Risk Vulnerability
Across the Transition to Parenthood
Allostatic Load
Allostatic load, or the "wear and tear" on the body caused by chronic stress, describes the cumulative physical health toll of repeated adaptation to stress across multiple systems. The body strives to stay in balance around a homeostatic set point, but, like elephants on a seesaw, repeated stressors can challenge this balancing act and create regulatory costs (Sapolsky, 2004) . Allostatic load has been quantified using indices of cardiometabolic and immuneϪinflamma-tory function and may predict long-term health and mortality risk (Seeman, McEwen, Rowe, & Singer, 2001 ). Many studies have found allostatic load to be linked with the constructs described in this article, including psychosocial stress, sleep, and mental health (e.g., Juster, McEwen, & Lupien, 2010) . Few studies have specifically measured changes in markers of allostatic load across the transition to parenthood, but changes in stress system functioning and inflammation during this time may reflect accumulating allostatic load that portends disease outcomes in midlife and beyond.
Levels of the stress hormone cortisol increase steeply in biological mothers in late pregnancy as part of the body's preparation for childbirth, and paternal cortisol may rise in late pregnancy and the early postpartum period as well (Storey, Walsh, Quinton, & Wynne-Edwards, 2000) . Prenatal cortisol has been associated with stress and social support, and dysregulated profiles of diurnal cortisol during pregnancy have been found to predict gestational outcomes such as birth weight . Few studies have specifically examined stress physiology during the postpartum period, but studies focusing on the parents of older children have found factors such as household labor, relationship distress, work worries, and workϪfamily conflict to be associated with suboptimal cortisol patterns (Saxbe, Repetti, & Graesch, 2011; Slatcher, Robles, Repetti, & Fellows, 2010) . Breastfeeding has also been linked with healthier profiles of diurnal cortisol in postpartum mothers (Simon, Adam, McKinney, Krohn, & Shalowitz, 2016) . In sum, both the physiology of pregnancy, birth, and breastfeeding and the stress of the transition to parenthood may affect the functioning of physiological stress systems. MaThis document is copyrighted by the American Psychological Association or one of its allied publishers.
ternal prenatal cortisol may, in turn, influence offspring brain and physical development (reviewed by Zijlmans, Riksen-Walraven, & de Weerth, 2015) . In a related vein, linkage in couple cortisol levels have been noted in both laboratory-based and daily diary studies, including studies of new parents, suggesting that paternal cortisol patterns may entrain with mothers during the transition to parenthood (Saxbe et al., 2015) . This linkage may become heightened within contexts of relationship distress (Saxbe et al., 2015) . However, the implications of couple hormonal coregulation for health in new parents have not been thoroughly explored. The maternal immune system also changes during pregnancy so that the mother can tolerate the fetus but still ward off infection (Denney et al., 2011) . Studies have reported both decreases and increases in proinflammatory cytokines during pregnancy (Denney et al., 2011; Gillespie, Porter, & Christian, 2016) , and these immune changes may also be influenced by psychosocial stress and by health behaviors. In a sample of mostly low-income women assessed at 2-3 months postpartum, greater proinflammatory cytokine production was linked with parenting stress, perceived stress, depressive symptoms, and poor sleep quality, but only among the African American women in the sample (Christian, Kowalsky, Mitchell, & Porter, 2018) . Moreover, sleep mediated the association between stressϪdistress and inflammatory markers, and stressϪdistress mediated the association between sleep and inflammatory markers, suggesting bidirectional relationships between all of these constructs. Another study found that financial stress predicted higher levels of postpartum inflammation in lowincome mothers (Guardino et al., 2017) . In sum, the transition to parenthood is a potentially dynamic window for stress physiology and inflammation, and these markers of allostatic load may interact with changing levels of psychosocial stress, sleep, and exercise. Although there is a large literature on the causes and consequences of allostatic load in midlife, few studies have concentrated specifically on the perinatal period.
Obesity
The transition to parenthood may represent an inflection point for body weight trajectories in both men and women (Umberson et al., 2011) . About 50% of women remain above their prepregnancy weight at 1 year postpartum, and gestational weight gain predicts body mass index (BMI) even 15 years later (Amorim, Rössner, Neovius, Lourenço, & Linné, 2007) . Fathers also appear to gain weight over the transition to parenthood and show steeper longitudinal weight-gain trajectories, with fathers weighing, on average, 14 pounds more than do similarly aged childless men (Umberson et al., 2011).
Hormonal changes over the transition to parenthood have been associated with weight-gain risk for both mothers and fathers. For example, lower levels of testosterone explain greater abdominal adiposity among partnered men living with children, compared to single, childless men (Gettler, Sarma, Gengo, Oka, & McKenna, 2017) . In women, flatter diurnal cortisol slopes, a marker of allostatic load that may indicate compromised physiological adaptation to psychosocial stress, have been associated with postpartum weight retention (Straub et al., 2016) . Despite these intriguing findings, the literature connecting perinatal hormones to body weight is small and has neglected fathers.
Psychosocial stress has been associated with weight gain over the transition to parenthood (Hill et al., 2013) . A birth cohort study of over 37,000 Danish mothers of infants found that psychological distress, low socioeconomic status (SES), work stress, and workϪfamily conflict all predicted higher postpartum weight retention (Pedersen et al., 2011) . Other work has found that both depression and life stress predict higher maternal weight retention in early parenthood (Whitaker, Young-Hyman, Vernon, & Wilcox, 2014) . Changes in sleep and exercise may also heighten the risk of postpartum weight retention. Several studies have found that shorter postpartum maternal sleep duration predicts higher weight retention, particularly among younger, low-SES women (e.g., Siega-Riz et al., 2010). However, the literature on sleep and weight changes across the transition to parenthood is small, and no studies have included fathers (Xiao et al., 2014) . Breastfeeding is also an important determinant of maternal postpartum weight. Exclusive breastfeeding for at least 6 months can essentially eliminate gestational weight gain (Baker et al., 2008) . However, only 19% of U.S. women exclusively breastfeed at 6 months, and returning to work before 6 months predicts shorter breastfeeding duration (Scott, Binns, Oddy, & Graham, 2006) , suggesting that PFL access may play an important role in postpartum weight retention.
Mood Disorders
Mood disorders have been identified as the most common medical complication of pregnancy and the postpartum period (Marcus, 2009 ). Among mothers, prevalence estimates for postpartum depression (PPD) range from 10% to 20% in developed countries (O'Hara & McCabe, 2013) . New fathers also report depressive symptoms at roughly twice the rate of men in the general population (Paulson & Bazemore, 2010) . Both maternal and paternal PPD have well-established, long-lasting negative effects on child and family well-being (Murray & Cooper, 1997; Ramchandani This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
have shown blunted neural activation to infant stimuli in a variety of neural regions linked with emotion processing and emotion regulation (Laurent & Ablow, 2013) . Similarly, maternal depression was linked with heightened amygdala activation to unfamiliar babies (Wonch et al., 2016) , perhaps due to dampening of the neural activation to their own infant. Furthermore, mothers with weaker connectivity between the amygdala and insula reported greater symptoms of depression, whereas those with stronger connectivity were more responsive to their newborns. Both maternal and paternal postpartum depression has been linked with hormones that appear to change over the transition to parenthood, including testosterone, prolactin, and oxytocin (Yim, Tanner Stapleton, Guardino, HahnHolbook, & Dunkel Schetter, 2015) . For example, Saxbe, Dunkel Schetter, Simon, Adam, and Shalowitz (2017) found that low postpartum testosterone in fathers was associated with more PPD symptoms in those fathers but fewer PPD symptoms in their partners. Generally, however, the literature on the hormonal correlates of PPD has been small and fairly inconclusive (Yim et al., 2015) . Similarly, work on the neural correlates of perinatal mood disorders has lagged behind many other areas of investigation. A 2017 review estimated that 17 human brain imaging studies of postpartum depression have been conducted to date, far fewer than within many other areas of psychopathology (Pawluski, Lonstein, & Fleming, 2017) . Given its tremendous public health importance, understanding the neurobiological underpinnings of postpartum depression should be a high scientific priority. In addition to hormonal and neural mechanisms, psychological and behavioral mechanisms contribute to mood disorder risk over the transition to parenthood. Psychosocial stress and parenting stress appear to worsen PPD (Vismara et al., 2016) . One study that followed mothers from one postpartum period to a subsequent postpartum period found that self-reported stress between pregnancies mediated the association between depressive symptoms across the two postpartum periods (Dunkel Schetter, Saxbe, Cheadle, & Guardino, 2016) . Similarly, lack of physical exercise and sleep disturbance may aggravate depressive symptoms (Bhati & Richards, 2015; Lawson, Murphy, Sloan, Uleryk, & Dalfen, 2015) . For example, a longitudinal study found associations between sleep and PPD in both mothers and fathers, such that parental sleep problems in the first 6 months after birth appeared to exacerbate PPD over the first year postpartum and helped explain the transmission of PPD within couples .
The Transition to Parenthood: An Inflection
Point for Health Disparities?
The field of health disparities research has evolved from studying incomeϪhealth gradients to exploring the mechanisms underlying these gradients from a multilevel and interactional perspective (Adler & Stewart, 2010) . Many of the mechanisms discussed in this article have been tied to population-level health disparities. For example, a large study of adults in midlife found that poor sleep quality in African Americans (particularly women) explained half of the racial differences in cardiometabolic risk (Curtis, FullerRowell, El-Sheikh, Carnethon, & Ryff, 2017) . Higher BMI trajectories across the life span among low-SES individuals are consistently shown in epidemiological studies (Clarke, O'Malley, Johnston, Schulenberg, & Lantz, 2009) , and low-SES individuals show more dysregulated profiles of physiological stress and inflammation (Koster et al., 2006) . Despite this large and growing literature, few studies of health disparities have focused specifically on the transition to parenthood. In particular, differences in PFL access may be an especially salient socioeconomic inequity for new parents in the United States with potentially long-term consequences for allostatic load, obesity, and mood disorders as well as implications for parenting and parent-child bonding.
Paid Family Leave (PFL) and Health Over the Transition to Parenthood
Incompatibility between work and family life has been associated with parental depression, poor physical health, poor health behaviors, and worse sleep quality (Allen & Armstrong, 2006) . Here, we focus on family leave as a potential policy response that may mitigate some of the mental and physical health challenges associated with the transition into parenthood. What is the current landscape regarding family leave in the United States, and what is the evidence on the impacts of leave policies on family health outcomes?
As mentioned, the United States grants 12 weeks of job-protected unpaid leave via the Family Medical Leave Act (FMLA, 2006) . Regarding paid leave, as mentioned, the United States is unique among industrialized countries in offering no family leave provisions at the federal level. At the state level, birth mothers (but not fathers or adoptive parents) have been eligible for several weeks of paid leave through state temporary disability insurance (TDI) programs since the 1978 The Pregnancy Discrimination Act, (1978) in five states (California, Hawaii, New Jersey, New York, and Rhode Island). In 2004, California became the first state to implement a PFL policy that covers all parents of newborn or adopted children (as well as caregivers of ill family members). Since then, New Jersey (in 2009), Rhode Island (in 2014), and New York (in 2018) have followed. Washington state and Washington, DC, have also passed PFL legislation, with programs to go into effect in 2020. These existing state-level PFL laws all provide partial wage replacement during leave and cover a broad segment of the This document is copyrighted by the American Psychological Association or one of its allied publishers.
workforce through minimal eligibility requirements, but they differ on distinct policy levers, including statutory leave duration, benefit amount, job protection, and funding mechanism. For example, the number of weeks of PFL range from 4 weeks (in Rhode Island) to 12 weeks (in New York and Washington state). A large body of research has been dedicated to understanding how PFL affects women's career trajectories and whether it diminishes the widely documented motherhood wage penalty (e.g., Kleven, Landais, & Søgaard, 2018) . Broadly speaking, leave durations shorter than 1 year tend to have zero or small positive effects on women's subsequent labor market outcomes, whereas paid leave beyond 1 year can depress mothers' wages in the long run (RossinSlater, 2018) . Moreover, most employers report either positive or neutral effects of PFL on productivity, morale, and costs (Milkman & Appelbaum, 2013) . In this article we have argued that, in addition to labor market outcomes, PFL may affect parent health. However, data linking PFL with health measures is not typically collected in commonly used survey data sets in the United States. Additionally, access to PFL is not random: More advantaged workers are much more likely to have access to and use PFL benefits than are their less advantaged counterparts, making it difficult to isolate the causal effects of paid leave from the influence of the many other factors that also impact family outcomes.
Despite these challenges, longer maternity leaves do appear to correlate with improvements in maternal health. Aitken et al. (2015) reviewed seven studies from Australia, Norway, Sweden, Canada, the United States, and Lebanon and found that longer paid leave was associated with mothers' reports of greater mental and physical well-being, including reduced depression risk and better self-reported general physical health. Butikofer, Riise, and Skira (2018) leveraged a natural experiment from a policy reform in Norway that provided all mothers of children born on July 1, 1977, or later with 4 months of paid maternity leave in addition to the 12 months of unpaid leave that were already provided. Butikofer and colleagues compared mothers of children born shortly before and shortly after this reform, finding that access to longer leave causes improved longterm maternal health measured around age 40, an average of 15 years following the birth. They documented beneficial effects for a number of outcomes, including BMI, obesity, blood pressure, pain, and self-reported mental health.
In the United States, one study suggested that even the introduction of 12 weeks of unpaid leave can improve child health: Rossin (2011) analyzed the impacts of the implementation of the FMLA, finding that it led to a small increase in birth weight and a large reduction in the infant mortality rate. The health benefits of the FMLA accrued to children of only highly educated, married mothers, however, likely due to their being most likely to be eligible for FMLA and able to afford to take unpaid time off. In contrast, Stearns (2015) examined the 1978 introduction of about 6 weeks of paid maternity leave in five states through the TDI system. She documented that TDI coverage of maternity benefits lowered rates of low birth weight and preterm births. Unlike the case in Rossin's (2011) study, these impacts were largest among disadvantaged African American and unmarried mothers, implying that paid and unpaid leave policies benefit different populations. Both of these studies focused on infant health, leaving open the question of how state-by-state PFL policies affect parental well-being.
When it comes to fathers, most evidence has focused on how policies impact paternity leave take-up, which lags behind leave use among mothers. For instance, Bana, Bedard, and Rossin-Slater (2018) documented that in 2014 -10 years after the introduction of California's PFL (CA-PFL)-only 12% of employed fathers of infants took PFL, compared to an estimated 47% of mothers. That said, CA-PFL substantially increased paternity leave take-up when compared to the case with fathers in other states and fathers of children born before the policy (e.g., Bartel, Rossin-Slater, Ruhm, & Waldfogel, 2016) . Recently, countries including Sweden, Norway, Germany, and Canada have implemented reforms that earmark a part of the general parental leave to fathers only. Although these reforms typically raise paternity leave take-up rates, impacts on paternal labor market outcomes and household time use are mixed (e.g., Ekberg, Eriksson, & Friebel, 2013) . There is little evidence on how paternity leave use affects fathers' health. One Swedish study showed that, among all fathers of firstborn children born in 1978, those who took paternity leave were less likely to have died by 2001 than were those who did not (Månsdotter, Lindholm, & Winkvist, 2007) . However, differences between fathers who did and did not choose to use paternity leave may confound these results. In sum, much more research is needed to understand the psychosocial and public health implications of both maternal and paternal parental leave.
Conclusions
Becoming a parent is fraught with challenge, risk, and growth. Although the field of developmental psychology has been traditionally circumscribed to childhood and adolescence, adults also undergo psychological and physical change-accompanied by shifting social roles, relationship dynamics, and neural and biological plasticity-across the life span. Conceptualizing the transition to parenthood as a critical window for health means that it may also be a time of greater susceptibility to the factors that contribute to health disparities. In this article, we focused on mood disorders, obesity, and allostatic load as areas of heightened health risk in new parents and identified PFL policies as a potential and yet understudied driver of socioeconomic disparities in the United States. We argue that the developThis document is copyrighted by the American Psychological Association or one of its allied publishers.
mental psychology of parents warrants greater attention from both researchers and policymakers. Supporting new parents' transformation into competent caregivers may be the most important way to ensure healthy child development and protect children from the lifetime legacy of early stress (Shonkoff & Fisher, 2013) .
Research on the social determinants of population health has often concentrated on samples recruited in midlife and beyond, when risk for chronic cardiometabolic disease is highest. However, this may represent a missed opportunity for understanding health trajectories that may be inflected by the changes in stress, behavior, and even physiology that occur earlier in the life span, during the transition to parenthood. Past interventions directed toward adults in poverty (such as work readiness programs) have not been well integrated with interventions directed toward children. Increasingly, policymakers are adopting "2Gen" models that view adults as parents as well as resource providers (Kim & Watamura, 2015) . These models focus on building adults' capacity as caregivers of children. Given that parents' perinatal stress and depression have clear effects on child development, targeting parental well-being thus has the potential to disrupt the intergenerational transmission of socioeconomic risk (Shonkoff & Fisher, 2013) .
Many two-generation intervention programs have focused on improving parenting skills and addressing potential problems (such as child behavior problems or parental psychopathology) that may disrupt the parent-child bond. For example, the Filming Interactions to Nurture Development program uses video coaching to encourage parents' sensitivity and perspective-taking (Fisher, Frenkel, Noll, Berry, & Yockelson, 2016) . Home visiting programs such as the NurseϪFamily Partnership in the United States and the kraamverzorgster (postpartum care professional) model in the Netherlands allow for earlier detection of potential concerns and have been associated with both better family health outcomes (Kim & Watamura, 2015) .
These programs have tremendous value, but we argue that parenting skill development and coaching represent several steps down the road from a broader and more basic public health goal: stress reduction in the perinatal period and time for parents and children to bond. For the 25% of U.S. women who take less than 2 weeks off from paid work after childbirth, more time to rest, recover, and get to know their new infant may yield dramatic benefits. If public health interventions are framed in terms of a pyramid, with broader population-based initiatives at the bottom and individualized counseling at the top (Frieden, 2010) , PFL would be near the base, with the potential to influence key social determinants of health and reduce the need for costly intervention later on. Family leave policies have received relatively little attention from health psychologists or neuroscientists but can help working parents navigate changing roles, routines, and responsibilities after the arrival of a new child. Psychological scientists can make important contributions to understanding the psychological impact of PFL and quantifying the health costs and benefits of PFL policies. Mechanistically informed research designs that use innovative approaches to characterize the impact of PFL on the changing parental body and brain are sorely needed. Psychologists can also use their expertise on stress and mental health to advocate for PFL policies that reduce parental burnout and ameliorate risks to families and to help design and recommend policies for PFL (along with sick leave and other workplace measures) that are responsive to parent and child well-being.
Social connection has been identified within these pages as a public health priority (Holt-Lunstad, Robles, & Sbarra, 2017) . In their American Psychologist article, Holt-Lunstad and her coauthors (2017) argued that the prevalence and costs of social disconnection exceed the costs of smoking, alcohol consumption, and obesity but that social connection has received far fewer public health resources. We would extend this argument to argue for a specific focus on new parents, given that parent-child relationships are among the first and most important social relationships. Policies that reduce stress on parents and protect the parent-child bond can reverberate through families, workplaces, and societies and resonate for generations. Although the decision to have children is a personal choice, children are also a public good. Conceptualizing the transition to parenthood as a critical window for family health may help to underscore the need for significant social investment during a time of transformation and potential fragility for both parents and children.
